Background: Although lactation assessment tools are consistently used in clinical practice, there is no evidence describing registered nurses' perspectives regarding the purpose and thought processes involved when conducting a breastfeeding assessment.
Background
Lactation assessment tools are widely used and recommended by professional groups and accreditation bodies. Several lactation assessment tools have been developed (Ingram, Johnson, Copeland, Churchill, & Taylor, 2015; Jensen, Wallace, & Kelsay, 1994; Matthews, 1988; Mulford, 1992) , and their contents vary widely (Moran, Dinwoodie, Bramwell, & Dykes, 2000) , including components focusing on infant behavior, maternal behavior, positioning, attachment, effective feeding, breast health, and maternal perception of the breastfeeding experience.
Despite their widespread adoption, concerns exist about these tools. Riordan and Koehn (1997) expressed concerns that a reliable and valid lactation assessment tool did not exist. Howe, Lin, Fu, Su, and Hsieh (2008) evaluated four tools and similarly concluded that none was a psychometrically sound, validated instrument. Further raising concerns about these tools, Chapman, Doughty, Mullin, and Pérez-Escamilla (2016) evaluated the interrater reliability of four lactation assessment tools and found significant differences between raters' total score for each scale. Swallowing assessments had particularly low levels of agreement between raters.
Almost 20 years have passed from the initial concerns, and a rigorously tested, valid, and reliable lactation assessment tool does not exist (Howe et al., 2008) . The development of such a tool is a challenging task that requires input from those who would use it. Our objective was to contribute to the body of evidence that can be used to develop a valid and reliable tool by describing registered nurses' (RNs') perceptions of lactation assessment tools, with a focus on the tool's purpose and users' thought processes while completing the tool.
Methods

Design
This qualitative study used focus groups to describe RNs' perceptions of the purpose of lactation assessment tools and their thought processes during tool completion. Focus groups were used for this exploratory pilot study because, to our knowledge, no research describes users' perspectives regarding lactation assessment tools. Institutional review board approval was obtained from two colleges/universities in the northeastern United States.
Sample and Setting
To recruit experienced users, inclusion criteria required participants to be RNs or International Board Certified Lactation Consultants (IBCLCs) currently assessing breastfeeding dyads, with at least 3 years of experience in a hospital postpartum unit. Participants were recruited through flyers distributed at lactation and perinatal conferences held in Connecticut and Massachusetts as well as at the 2015 International Lactation Consultant Association conference in Washington, DC. Recruitment occurred at conference vendor tables, through flyers hand-delivered to attendees, and through electronically delivered flyers. Approximately 3% of all conference attendees participated; however, the percentage invited to participate is unknown. Recruitment and data analysis were conducted concurrently. Recruitment continued until data saturation was achieved (Krueger & Casey, 2015) . Participants received a $30 Amazon gift card as an incentive.
Data Collection
Prior to each focus group, written informed consent was obtained after verbal explanation of the study was provided by the authors. Participants completed a demographic survey and selected a pseudonym to maintain confidentiality. Krueger and Casey (2015) provided the foundation for planning and conducting the focus groups. Seven focus groups, each containing three to five participants, were held in private conference rooms at lactation/perinatal conferences between April and July 2015. The number of focus groups and focus group size were within current focus group research recommendations (Stalmeijer, McNaughton, & Van Mook, 2014) . The structured discussions were guided by open-ended questions (see Table 1 ), which had been validated by experts in lactation, perinatal nursing, and qualitative research. Each focus group was moderated by a lactation researcher and audio recorded, with field notes taken by a second researcher. Audiotapes were transcribed verbatim by one research assistant. One lactation researcher reviewed transcripts for accuracy by simultaneously listening to each audiotape and reading each transcript, making minor corrections as needed.
Data Analysis
Descriptive statistics were conducted on the demographic data to identify sample characteristics. Content analysis, a qualitative research method, was used to describe the phenomena of interest, formulating meaning from many individual accounts on the topics (Krippendorff, 2004) . Two lactation researchers independently read the first transcript and coded relevant themes. The researchers then met to discuss and finalize coding for that transcript. This process was repeated for each transcript, building a growing list of
Key Messages
• • For more than 20 years, there has been a call for reliable and valid lactation assessment tools. If a new lactation assessment tool were to be developed, it would be useful to understand how current users perceive their tool's purpose and completion process; however, no published research addresses these topics. • • Participants described the purpose of lactation assessment tools as a way to simultaneously teach new mothers and conduct a breastfeeding assessment, to identify infants whose safety may be at risk due to poor breastfeeding, and to standardize practice, and for this to be an integral part of their job. themes, until data saturation was achieved with the seventh focus group. Coding was organized using NVivo 10 software (QSR International, Burlington, Massachusetts, USA). To assess transferability, results were presented in a discussion workshop with similar users 1 year later.
To address reflexivity, the research team consisted of multiple investigators with varied backgrounds. One investigator was a registered dietitian who had previously investigated the interrater reliability of lactation assessment tools. The second team member was a nursing faculty member/IBCLC, with clinical expertise in breastfeeding management of term and late-preterm infants. In addition, qualitative research experts were accessed for counsel. Throughout each focus group, the investigators (who served as moderators) actively strove to disregard any preconceived ideas about the tools, recognized the participants as the lactation tool experts, and avoided using leading questions. In addition, reflexive bracketing was used during the content analysis phase.
Results
Seven focus groups were held with participants (N = 28), drawn from 10 states within the United States and two other countries (see Table 2 ). On average, participants had a mean (standard deviation) of 21.5 (8.9) years of hospital-based lactation experience, spent less than 15 minutes observing breastfeeding sessions (median = 13, range = 5-50), and spent about 2 minutes (median = 2, range = −0.5 to 15) completing a lactation assessment tool.
The analyses reported here focus on the domains of the purpose of the lactation assessment tool and the users' thought processes while completing the tool. The subthemes for each domain are listed in Table 3 , along with a definition of each subtheme. These findings are presented below, with exemplar quotes providing rich meaning for each subtheme.
Purpose
Teaching and Assessing Simultaneously
Nurses work to promote independent breastfeeding and are often simultaneously teaching and assessing progress toward this goal. Recognizing the lactation assessment tool's value, Lynn said, I kind of think of it as a focus for what we can work on with mom to help her achieve successful breastfeeding. You know, does she need help waking the baby? Does she need help with positioning? Does she need help with latch? Kind of gives us a focus shift-to-shift of how we can help her so that by the time she leaves the hospital, she is confident and comfortable with breastfeeding. It is really like a communication tool for teaching for mom.
Simultaneous teaching and assessing allow for a personalized, anticipatory guidance approach, as described by Judy, When they are very unsure of the feeding, especially with the first-time mother, I will tell her I wouldn't expect to hear swallowing and I think moms are very concerned because they don't see the milk dripping. . . . As I am talking to them, I'll say, "Well, it's not going to drip out but just you wait." So, I am kind of reassuring the fact that, you know, right now this is normal.
Infant Safety
An overriding purpose of lactation assessment tools is to promote safety by identifying infants at risk for dehydration or inadequate feeding. Elsa stated, I wanted to make sure this baby is safe to go home. I want to make sure that this baby's not at risk for dehydration. I want to make sure that I know I've observed and mom knows what she's doing. If that baby goes home, they will be fine. Or there are some,. . . where I don't feel comfortable saying this mom and baby can be discharged like this.
All participants agreed with Patty when she said the tool was essential "to know that the baby is going home 'eating.'" If problems are identified, Elsa said, "I think then you actually have to go into a thorough evaluation and see, 'Okay, why is she scoring low? What's going on? Let's take a better look at the baby's mouth, the mom's breast,' you know." Likewise, Emily recognized the tool's role in "flagging" infants needing follow-up, saying,
If the baby's been scoring low and it is coming to the day of discharge, certainly this is something the pediatricians look at and kind of make their discharge recommendations from there. Are they going to want the baby seen the next day or do we have a couple of days?
Standardized Practice
Assessment tools allow professionals to standardize practice, communicate with each other, and provide a reference point from which to work. Elsa noted that tools can standardize assessment of maternal and infant abilities when she said, "We needed a way to have all the nurses document the same thing . . . so some people saying, 'Oh, her latch was good,' and, 'It was not good,' but this gave us more of a breakdown to critique what needs help." Reviewing earlier assessment scores can be useful, as mentioned by Tia, who said, "I want to go back and see what somebody else thought the first day, . . . just as a reference point." Tools also promote interprofessional communication, as Elsa commented, I think this is just like a tool to have a common communication with the doctor, the lactation consultant, the bedside nurse. We need some kind of tool that we can communicate and flag that is something we need to go back and reassess.
The tool's ability to flag dyads needing more support led Wafi to discuss how the tool can direct care: "They're like traffic lights for us, to guide us . . . and what steps are needed to move on."
"It's Your Job!"
Completion of lactation assessment tools was seen as a job requirement. As Barbara noted, "If it's not documented, you didn't do it." Brooke emphasized the importance of both lactation assessment and administrative support, saying,
We actually have a manager that has actually stood up and said, "This is the majority of your job, to make sure this mom and baby can feed. This is not something on the side, so if you are not into this, this is maybe not where you want to work."
Hospital policy specified the frequency of required documentation, as observed by Kat, who said, It also makes the staff nurse responsible for watching that feeding twice a shift or once a shift, or whatever your policy is. It makes her . . . watch the feeding and do the assessment . . . because nurses are busy and there are lots of patients and you can miss that. But if she is documenting . . . she has to watch the patient.
The importance of the RNs' lactation assessment documentation is highlighted in the event of a hospital readmission. This was reinforced by Lynn, who said, "If the baby comes back failure to thrive, the first thing we do is look back and see what was going on here. So, it is something that is reviewed."
Thought Process
Four subthemes were identified, which explored the thought processes of RNs as they completed the tool, including Novice vs. Expert, Real-Time vs. Recalled Documentation, Observation or Not, and "Fudging the Score." 
Novice vs. Expert
A lactation assessment tool could serve as a way to help train novice RNs and focus their attention on key aspects of a feeding. Betty (20 years' experience) said, "It would become a teaching tool for the nurses, especially the ones who are non-lactation. . . . Every time that nurse looked at it and said, 'Oh, I should have been looking for. . . .' That is not good, oh gee." As the RN's level of experience changes, so does his or her perspective on using the tool. Kim (20 years' experience) commented, "I'm not sure if staff, unless they have had a lot of training on breastfeeding, or at least some training, even know what to ask." Several commented that novices had difficulty interpreting some questions. Lynn (12 years' experience) noted, "They expect when they hear audible swallow that it should be the gulping and it is not that." Judy reported that less experienced staff frequently have some difficulty in assessing nipple type:
A lot of our nurses will say, "Oh, she's got inverted nipples." . . . And when I get there, I'm like, "Oh, thank God, they're just flat." 'Cause we can do something with that, so I think that is hard . . . to evaluate.
Staff education is essential to transition RNs from novices to experts and build the commitment to breastfeeding assessment in their practice. Mary Kate (25 years' experience) said, "After the 20-hour course with each employee, they became very engaged and they felt like we are going to require that you do this and now you are supplying us with the education; it is being valued." Louise (25 years' experience) commented on how the tool completion isn't what takes the time; it's more about the bigger picture seen by the more experienced RN. She said,
The charting piece of it takes . . . just seconds. Performing it, staying there, that's where it takes the time. Assessing it or documenting about it is just seconds, minutes. But . . . making sure the baby is awake and latched, did transfer milk, did pee, every shift, I think that takes a vast majority of the time.
A more expert RN noted more of an automaticity that came while conducting the assessment. Judy (24 years' experience) said, I want to see how she is holding the baby. I want to see how the baby is attached. I want to make sure that the latch is deep, and is it hurting? Those are just kind of things I go through as I monitor. . . . And as I am doing that, I am looking through the feeding log. You know, we kind of, do things all at the same time, so the mom doesn't realize that we are really, really looking-that we are gathering information.
Some experts had actually memorized their tool and easily focused on the key areas for lactation assessment. 
Real-Time vs. Recalled Documentation
The thought process varied, depending on whether or not documentation occurred immediately after assessment. Staff found it easiest to complete the lactation assessment tool right after observing a feeding, particularly if there was a computer at the bedside. This avoided the difficulty of remembering the details of one feeding, after observing several different dyads. As Elsa noted, [At] my hospital, we tend to have a computer on wheels or one at the bedside. . . . I can definitely not remember one from the other. I will just write down my LATCH score, so I like to do it at the bedside.
With a good note-taking system, participants were able to observe a few feedings and then chart on them. This was particularly true for busy settings, as Whitney said, I'm jumping to the next room or I'm getting a call that there's another baby ready and so I do similar to Elsa in that I'll maybe see two or three patients, and then chart. So I, we all . . . take notes, . . . and the recall is pretty good 'cause I've gotten to a system to where the notes are clear. . . . So I go from that, but the LATCH scoring is pretty easy to recall.
However, another participant noted that she lost some of the details by documenting later, especially when having a high patient-to-RN ratio on a busy unit. Participants consistently reported that if real-time documentation was not possible, note taking was necessary for accurate documentation of recalled feedings.
Observation or Not
Participants agreed that it is best practice to observe a breastfeeding session, rather than relying on maternal report for documentation purposes. As noted by Philly, They have to look at the baby, the baby's palette. Is there a frenulum? Then, we have to look at the mom, which they have to look at nipple type, you know, is the breast soft? So, it can't be done without looking. The feeding portion of it actually looks for gape. It looks for lips. So, it is a pretty intense assessment that they have to look at, which makes people have to sit at the bedside. . . . They cannot do it without actually watching the feeding.
However, in the real world, this is not always possible. With a large patient load, combined with the fact that infants are not always ready to feed at the time of an assessment, it is often difficult to meet this ideal. Lactation assessment documentation is often based on maternal report. As noted by Kim, "We try to have direct observation but that doesn't always happen, so often, they are self-reported by the mother to the nurse." Louise identified that attention to breastfeeding assessments varies according to the commitment that nurse has, even with a heavy patient load: Sometimes it's the time; sometimes it's who is the nurse. You might not have the time, but you are going to give that time, even if you don't have the time. You are going to stay beyond and are still going to do it. Or I might have the time and I don't feel like spending the time.
Maternal report, however, can be problematic. Jessica said, You ask how they are doing and they say "fine" and later you come to find out that "fine" means they have something going on that they didn't tell you about, unless you actually see them struggling, or you see that their nipples are sore or cracked. You have to directly observe-then you can write it-and if you don't, you shouldn't write it.
In addition to being poor clinical practice to use maternal report for completion of a lactation assessment, discrepancies between maternal versus staff lactation assessments may negatively affect clinical outcomes. Whitney commented, They ask me to go in because there's 10% weight loss. And I go in and observe a feeding and there are no swallows here and all of the LATCH scores leading up to that were 10s, and then I look back and, yes, maybe once a shift they were observed; all the rest were reported by mother, and we see that sometimes mom thinks it's going fine and it really isn't.
One participant's institution made a policy change to require that lactation assessment documentation be based on staff observation. Brooke described the staff's resistance to this change, saying, It was a big learning curve. It was [a] change of being able to really go in and say, "Did you feed? Oh, you got an 8" [i.e., out of 10 possible points on the LATCH scale], and walked out the door, and sometimes putting an 8 with no qualifications. They didn't do the individual numbers. They hated it [i.e., policy change] because . . . they actually had to be in the room, so it was a culture change.
"Fudging the Score"
A subtheme that emerged was about the RNs' reluctance to give a poor score, sometimes inflating it. Sometimes, staff wanted to avoid a low score, as this would create more work. In line with this sentiment, Betty commented, People can regularly score up 1 on that [swallowing] because if there is a certain threshold hit, we have to create an action plan.
. . . So, they don't want to have to create an action plan, so they put down "occasional swallowing" or something like that, or "swallowing when it is stimulated," because who wants to make an action plan? I've got work to do! There was also a reluctance to give the lowest possible score for an observed feeding. In this situation, staff reported their decision to purposely not document an observed feeding. This was clearly described by Betty as, So, no latch achieved-I never do that, because I don't leave until the baby latches or I don't score that if that baby is sleepy or crying or something. I would never score that. I wait and then come back. 'Cause I would be putting zero down a lot.
Although the documentation of one feeding is just a snapshot in time, staff felt a need to present the feeding in the best possible way and wanted to avoid documenting a "failed" feeding. There were a few situations in which the staff felt justified giving a zero. Others voiced agreement with Betty's comment:
The only reason that I would ever score that would be if it was a preemie baby who just doesn't have the "umph" to do it or, . . . okay, she failed because the baby was asleep, the baby was crying, the mother was in pain.
Discussion
Our results show that RNs see the lactation assessment tool as a key part of their job that helps promote infant safety, standardized care, and effective teaching/assessment; however, the quality of information documented on the tool varies by staff expertise level, staff members' ability to observe breastfeeding sessions and document immediately, and occasional temptation to manipulate the score. These findings contribute to the evidence base, on which future lactation assessment tools can be built.
Our findings related to the lactation assessment tools' purpose and completion process have implications for practice. Although assessing and teaching mothers while assessing the breastfeeding session are a large component of the RN's job, the levels of commitment to breastfeeding support and accurate documentation vary depending on their level of expertise and education. This would imply that hospitals and birthing centers should focus on evidence-based education on the benefits of breastfeeding and supporting it as well as how to accurately assess and document breastfeeding sessions and should have protocols in place to support real-time documentation of observed breastfeeding sessions.
It is concerning that lactation assessment tools may not be used as designed. This is consistent with participants recommending direct observation of feedings as necessary for accurate assessments of breastfeeding status, whereas only 43% of the sample worked at facilities that required direct observation. Our results suggest that professionals were reluctant to document extremely low scores, which would trigger an action plan. Many institutions identify a specific score as a flag to identify the need for follow-up or referral either in the hospital or postdischarge, but to date, no evidence exists to identify the score most closely associated with infant safety. Although a universal cutoff score (i.e., lowest acceptable lactation assessment score at hospital discharge that may trigger an intervention) has not been identified, components of the breastfeeding assessment tools, such as difficulty breastfeeding, maternal pain, and breast fullness, have been identified as being predictive of breastfeeding outcomes (Dewey, Nommsen-Rivers, Heinig, & Cohen, 2003; Wagner, Chantry, Dewey, & Nommsen-Rivers, 2013) .
Another practice implication is that agencies could use low assessment tool scores in addition to more evidencebased predictors of nonsustained breastfeeding such as low infant output and infant weight loss greater than 10% (Dewey et al., 2003; Nommsen-Rivers, Heinig, Cohen, & Dewey, 2008) . This could decrease the temptation to manipulate the assessment score if more objective parameters were required to trigger such an action plan.
Our findings also have practical implications that should be considered when developing future lactation assessment tools. As items are considered for inclusion in future tools or for adapting current ones, they should be adaptable to electronic health record platforms that encourage direct observation and real-time documentation. Scale components should be specific enough to be easily completed by the novice RN, since previous research has identified poor interrater reliability even among experienced IBCLCs (Chapman et al., 2016) . Although this is a very important part of the RN's job, the reality of managing direct observation and real-time documentation when RNs have a large patient caseload is problematic. Understanding that this tool can standardize practice and can become easier to use as the novice RN becomes more of an expert, staff competency evaluations should focus on accuracy and appropriateness of tool completion. In addition, agencies that support breastfeeding as best evidencebased practice also encourage staff to have a commitment to supporting breastfeeding with patients, which is consistent with the theme "It's Your Job!"
Limitations
Study limitations include the small sample size, the focus on RNs, self-selection of participants, and unmeasured researcher characteristics, which may have influenced the analyses. By nature of the qualitative design, the generalizability is limited. Despite these limitations, we took several measures to enhance the accuracy and transferability of the analyses, including the recruitment of participants from diverse geographic areas, attention to reflexivity during conducting and analyzing the study, and presenting and discussing the results with another group of lactation professionals at a later time.
Conclusion
This qualitative research provides insights into RNs' perceptions of the purpose of lactation assessment tools and their thought processes used during tool completion. These tools are clearly seen as a valuable part of their clinical practice, as they can promote simultaneous teaching and assessment, infant safety, and standardized practice; however, tools are sometimes not completed as intended, due to variations in staff expertise, the ability to observe a feeding and document it immediately, and staff reluctance to document poor feedings. Future research is needed to explore RNs' perceptions of the limitations of these tools and their suggestions for tool improvement. In addition, potential components of future lactation assessment tools should be tested, prior to their incorporation into lactation assessment tools. Exploring these areas will likely be essential in the development of practical, valid, and reliable lactation assessment tools.
